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G 000 INITIAL COMMENTS G 000

 This visit was a home health agency federal 

complaint survey.

Complaint #:  IN00131585 - Unsubstantiated: 

Lack of sufficient evidence.  

Survey dates: July 22, 2013

Facility: #011285

Medicaid Vendor: N/A

Surveyor: Susan Sparks, RN, PH Nurse Surveyor

Care One Homecare Services Inc. is in 

compliance with the Conditions of Participation 

for home health agencies 42 CFR Part 484.14(e) 

as it relates to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

July 23, 2013
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